Patients and methods The initial study was carried out in a group of three men and three women each of whom was undergoing the operation of selective vagotomy for chronic peptic ulceration (Burge and Frohn, 1969) . Further clinical details of this group are set out in Table I , Cases 1-6. Each operation was performed by the same surgeon under the In a second group of five patients, two men and three women, an intravenous infusion of glucose-saline was set up 6 to 12 hours before surgery (Table I, Cases 7-11). This was intended to offset any dehydration or ketosis occurring as a result of fluid and calorie deprivation before and during operation which could possibly influence urate excretion (Scott, McCallum, and Holloway, 1964) . The infusion was maintained until adequate oral hydration was resumed. Apart from Case 9, who had had one attack of gouty arthritis several months previously, none of the patients in either group was hyperuricaemic or had suffered from gout.
Basal preoperative 24-hour uric acid excretion was measured in all patients while they were taking a diet containing less than 300 mg. purine daily, beginning at least 4 days previously. Urine collections were continued from the first postoperative day for a period of 5 to 6 days in most cases and for 10 days in a single patient. A low purine intake was maintained throughout.
Urine was collected in plastic bottles containing 1 to 2 ml. toluene as a preservative. Uric acid was measured spectrophotometrically by the enzymatic method of Liddle, Seegmiller, and Laster (1959) and creatinine by that of Edwards and Whyte (1958) . Results PLASMA URIC ACID (Table II) . In neither group of patients was any consistent pattern of change discernible. In cases 5, 9, 10, and 11 there was a slight decrease in postoperative levels, in Cases 3 and 8 a slight increase, and in Cases 1, 2, 4, 6, and 7, very little change. In both groups mean levels tended to be lower during the postoperative period; the mean basal plasma uric acid for all patients was 4.5 mg./ml. and the mean level during the six postoperative days was 4-2 mg./ml. (Table III, overleaf) In Group I there was a two-to three-fold rise in uric acid excretion beginning on the first or second postoperative day. Of the five patients in Group II, urine collections were incomplete in Case 11 and data are not available. In the remaining four patients, however, there was a substantial increase in urinary uric acid in three (Cases 8, 9, 10) and a slight rise in the fourth (Case 7). The mean basal daily urinary uric acid for all patients was 380 mg., and the mean level during the six post-operative days was 628 mg.
URIC ACID CLEARANCE and URINARY URIC ACID: CREATININE RATIO Patients from both groups therefore showed a substantial increase in postoperative uric acid clearance. There was no consistent change in urinary creatinine values, and the urinary uric acid: creatinine ratio rose postoperatively (Table IV, overleaf).
Discussion
From these results it is evident that the excretion of uric acid increases markedly during the week following abdominal operation.
There are a number of possible ways in which this effect might be produced. Increased production or mobilization of uric acid, due for example to rapid destruction of tissue nucleic acids, would result in an increase in urinary excretion, but if this were the case one might expect a tendency for the plasma level of urate to rise. A rise in plasma urate did occur in Cases 3 and 8, but in the others there was either no change or a fall in plasma urate, and the mean postoperative level was slightly lower than the preoperative level. Table II A second possibility is that the raised excretion of Burrows, and Sisson, 1951) and elevated postoperauric acid is the result of a renal mechanism, which tive plasma levels of endogenous corticosteroids accords with the increased urate clearance found in (Sandberg, Eik-Nes, Samuels, and Tyler, 1954 ; most patients. There are several agents which might Helmreich, Jenkins, and Swan, 1957) may be an be responsible. The effect of anaesthetics on urate important factor. Again, all patients received intraexcretion is unknown and it is conceivable that the venous infusions of glucose or glucose-saline postactual procedure of vagotomy and intestinal manipu-operatively, and this may have had a further conlation could influence urate excretion. In this context tributory effect (Talbott, 1943) . 
